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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SE URITY ACT
MEDICAL ASSISTANCE PROGRAM
STATE: _GEORGIA

POLICY AND METHODS FOR ESTABLISHING PAYMENT RATES
FOR OTHER TYPES OF CARE OR SERVICES

Item: Q . Payment of Title XVIII Part A and Paart B Deductible/Coinsurance

Except for a nominal recipient copayment, if applicable, the Medicaid agency may use the following method:

Medicare-Medicaid Medicare-Medicaid/QMB Medicare-QMB
Individual Individual Individual
Part A _X Limited to State _x_ Limited to State _X Limited to State
Deductible Plan Rate* Plan Rate* Plan Rate*
Full Amount __ Full Amount ___ Full Amount
Part A X LimitedtoState X Limited to State X Limited to State
Coinsurance Plan Rate* Plan Rate* Plan Rate*
_ Full Amount Full Amount __ Full Amount
Part B X  Limitedto State _X Limited to State _X Limited to State
Deductible Plan Rate* Plan Rate* Plan Rate*
Full Amount ___ Full Amount ____ Full Amount
Part B X  Limited to State X  Limited to State X  Limited to State
Coinsurance Plan Rate* Plan Rate* Plan Rate*
Full Amount ___ Full Amount _ Full Amount

* For those Title XVIII services not otherwise covered by the Title XIX State Plan, the Medicaid agency has established
reimbursement methodologies as described in Items 2 and 3, specified on page 1 of Attachment 4.19-B.

TN No. 00-018
Supersedes Approval Date JAN 30 2001 Effective Date 0CT 01 2000
TN No. 90-42
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OMB No.: 0938

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SE URITY ACT
MEDICAL ASSISTANCE PROGRAM
STATE: _ GEORGIA

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES
FOR OTHER TYPES OF CARE OR SERVICES

Payment of Medicare Part A and Paart B Deductible/Coinsurance

4. Inpatient Hospital Services

Effective with dates of payment of October 16, 2000 and after, the maximum allowable payment to enrolled
Georgia and non-Georgia hospitals for Medicare inpatient deductibles and coinsurance (crossover claims) will
be the hospital-specific Medicaid DRG rate. The maximum allowable payment to non-Georgia hospitals not
enrolled in the Georgia Medicaid program for Medicare inpatient crossover claims will be the weighted
average hospital-specific inpatient per case rate for enrolled non-Georgia hospitals.

S. Ambulance Services

For Medicare crossover claims, no payment will be made by Medicaid unless the Medicaid maximum
allowable for the service exceeds the payment made by Medicare.

TN No. _00-018 o ,
Supersedes Approval Date_ JAN & T 72001 Effective Date OCT 01 z000

TN No. 90-03




